Rapid mobilisation after acute myocardial infarction as the first step in a planned programme of rehabilitation and secondary prevention was studied in a group of 142 men under 65 years of age admitted to a coronary care unit.
Rapid mobilisation eliminated the need for physiotherapy and led to early discharge from hospital with more economic use of hospital beds. In 125 patients who were discharged, 99 (7900) had 16 days or less (5 to 16) in hospital. The mean period of hospital stay was 15-5 days.
A programme of progressive rehabilitation with advice on secondary prevention, which was started in hospital, was continued at a convalescent hospital with graded exercises supervised by physiotherapists. This allayed anxiety and led to a more confident return home. A community nurse visited the home to reinforce advice given in hospital to the patient and his wife and extend primary prevention to the family. Review was undertaken at a special clinic to ensure the safety of the programme and to givefurther reassurance and advice about early return to work, exercise, and secondary prevention. Cardiac neurosis was thereby virtually prevented. In 105 eligible for employment, 46 per cent had returned to work within 12 weeks and 86 per cent within 24 weeks, of whom 90 per cent returned to their former employment.
In 127 patients who had been mobilised, 3 (2.5%1 ) died within 6 weeks, and a fJuther 8 (6.5%) had various nonfatal cardiac complications, but none of the 74 mobilised rapidly after 2 to 4 days died within this period. Only one was readmitted within 4 weeks.
In view of this and other reported experiences, it is clear that rapid mobilisation and early discharge after myocardial infarction should now be standard practice and there is no need offurther evidence of its safety.
As recently as 1969, a 3-week period of bed rest after myocardial infarction was accepted practice in Britain (Lancet, 1969) . Since then there has been a trend toward faster mobilisation and earlier discharge from hospital, but practice still varies widely (Heasman and Carstairs, 1971) even between physicians in the same hospital (Duke, 1971) . In 1973 patients in a Glasgow hospital had 7 days in bol and 3 weeks in hospital (Medical Division, Royal Infirmary, Glasgow, 1973) , in Stoke on Trent 1 day in bed and 8 days in hospital (Tucker et al., 1973) , while Datey in Bombay allowed only 25 per cent of survivors of acute infarction to walk 30 yards after 2 weeks (Datey et al., 1973) .
Received for publication 16 August 1976 It is unusual for British physicians to supervise later rehabilitation or secondary prevention after discharge from hospital (Royal College of Physicians, 1975) . In 1971, in answer to a questionnaire, 113 members of the British Cardiac Society stated that they were in favour of some form of rehabilitation service, but 80 had no facilities (Groden et al., 1971) . This variation in practice, which generally does not include full rehabilitation, led us to examine the results of our method of rapid mobilisation linked to a planned programme of continued rehabilitation and secondary prevention. The method was simple and did not require elaborate facilities. Other advantages included a short hospital -stay, confident return home, early return to work, and prevention of cardiac neurosis.
Hurst in a recent Editorial (Hurst, 1975) Usually, after 10 to 14 days, a two-week period in a convalescent hospital was recommended. Active rehabilitation with exercise to improve muscle tone and joint mobility, followed by progressive walking, was supervised by physiotherapists. Most were told they would probably be taking more exercise within a few months than for many years past.
On discharge from the convalescent hospital, review was undertaken at a special outpatient clinic, again after 3 months (or sooner if indicated), and thereafter at longer intervals. At each visit, after inquiring, a brief physical examination was made and blood taken for measurement of plasma lipids. An electrocardiogram and x-ray examination were carried out if indicated.
The purpose of continued supervision was to allay anxiety, ensure the safety of progressive activity and to encourage adherence to the secondary prevention regimen and early return to work.
Results
Information was complete on 140 of 142 patients; unfortunately, 2 were not given clinic appointments in error, and later they could not be traced. Deaths within 6 weeks after mobilisation (Table 3) Three patients died within 6 weeks and each had had 5 to 10 days initial bed rest. Two had prolonged cardiac failure from the time of admission until death, indicating severe infarction. Neither had evidence of cardiac rupture at necropsy. A third was well until sudden death at home in the 5th week. None of the 74 mobilised after 2 to 4 days' bed rest died within 6 weeks. It is clear that too rapid mobilisation did not lead to an excess of deaths in the early postinfarction period.
Deaths from 6 to 24 weeks after mobilisation (Table 3) Seven patients died within 6 to 24 weeks. Three had been mobilised slowly after more than 10 days' bed rest on account of severe infarction and early complications. Each had persistent cardiac failure until death, and one had pulmonary embolism. The other 4 patients had been mobilised rapidly after 2 to 4 days' bed rest. One had ventricular fibrillation, in the 7th week, 2 died suddenly at home in the 10th and 12th weeks, and 1 died of recurrent infarction and cardiac failure in the 15th week. It is unlikely that these 7 deaths, occurring so long after infarction, were related to early mobilisation.
NON-FATAL CARDIAC COMPLICATIONS
Non-fatal cardiac complications within 6 weeks after mobilisation (Table 4) Eight (6 5%) of the 127 mobilised had 9 non-fatal cardiac complications within 6 weeks. (One patient had recurrent myocardial infarction in hospital and was later readmitted with cardiac pain.)
Non-fatal cardiac complications from 6 to 24 weeks after mobilisation ( Mobilisation after uncomplicated myocardial infarction has been shown to be as safe after 2 days as after 9 days of bed rest (Hayes et al., 1974) . Our study supports the safety of rapid mobilisation within a few days in uncomplicated cases. In the 74 patients mobilised after only 2 to 4 days in uncomplicated infarction or only transient complications, there were no deaths in 6 weeks and 4 (50 ) in 24 weeks. In a group of similarly uncomplicated patients mobilised after either 7 or 21 days' bed rest, Harpur et al. (1971) found mortality rates of 5 and 8 per cent, respectively, which were not statistically significantly different. Though strict comparison between different studies is not possible, we have no reason to suspect that a period of bed rest longer than 2 to 4 days is safer. It is, therefore, unnecessary.
There are fewer reports of mobilisation after complicated myocardial infarction. A recent controlled trial provided some evidence that mobilisation was not only safe, but safer after 6 to 8 days' bed rest, compared with 13 to 15 days' bed rest (Abraham et al., 1975) . In our group there was a higher complication rate in the 53 patients mobilised after more than 4 days. In particular, there were 3 deaths in the 11 patients mobilised after 10 days out of a total of 10 deaths in the 127 patients mobilised. However, the patients mobilised more slowly had more severe or prolonged complications.
An ideal trial should compare matched groups of patients with similar severity of infarction and similar complications undergoing several widely varying schedules. This would require large numbers and could not be done from a single centre. At the present time, without firm evidence about mobilisation after complicated myocardial infarction, commonsense dictates that any schedule should be flexible according to individual needs. We found that mobilisation was delayed beyond the fourth day in 42 per cent of survivors but only 9 per cent for longer than 10 days. Datey et al. (1973) in Bombay, using selection criteria for ambulation which included absence of angina, cardiomegaly (x-ray), ST shift of 2 mm or more on the electrocardiogram, abnormal blood pressure (systolic < 90 mmHg, diastolic > 100 mmHg or significant orthostatic fall in mean pressure >7 mmHg) or a resting heart rate > 100/min, allowed only 25 per cent of survivors of myocardial infarction to walk 30 yards in 2 weeks. These criteria seem excessively strict and very likely to induce introspection and cardiac neurosis.
Advantages of early mobilisation are a shorter hospital stay for the patient and more economical use of hospital beds. In this series, 69 per cent were discharged within 14 days. Adgey (1969) , in a group of patients spending less than 18 days in hospital after infarction, had no deaths or readmissions within 2 weeks of discharge. It was concluded that early discharge did not lead to early readmission or death from complications requiring resuscitation facilities. Similarly, we had only one readmission within 2 weeks of discharge and the earliest outpatient death occurred in the 5th week after infarction. It could be argued that a prolonged hospital stay of 6 weeks would sometimes give a chance of resuscitation, but the results of late cardiac arrest are not good (Thompson and Sloman, 1971 Wishnie et al. (1971) found in a small group recovering from myocardial infarction that most felt anxious or depressed in the month after discharge, and about 30 per cent of these patients wished to return to hospital in the first week. Few had had advice about physical exercise and most were frustrated by inactivity. Wynn (1967) found that anxiety and depression accounted for disability in about 25 per cent of patients who remained unemployed after myocardial infarction. We did not undertake formal psychological assessment but were impressed by the lack of pyschiatric disturbance. We consider that cardiac neurosis can be avoided by clear explanation and a positive approach to rehabilitation.
At one time it was thought that early mobilisation might lead to ventricular aneurysm formation (Moyer et al., 1951 It has been thought that bed rest predisposes to thromboembolism but Hayes et al. (1974) found no difference in the incidence of deep venous thrombosis detected by radioactive iodine labelled fibrinogen in patients mobilised rapidly after 2 days, or more slowly after 9 days. We have no evidence to show that rapid mobilisation reduced the incidence of thromboembolism because most of our patients also received anticoagulants. However, it is noteworthy that none of the uncomplicated patients who were mobilised after 2 to 4 days had clinical evidence of thromboembolism.
In 1972, Rose stated that the conservative physician who wishes to restrict his patients' recovery needs to prove his case. Our experience confirms the safety of rapid mobilisation and we consider that this practice should lead to early discharge, facilitate rehabilitation, and be the first stage in secondary prevention. 
